a bullet fired at short range entered just behind the right external angular process and passed out on the left side over the upper and posterior part of the malar bones; the right eye was destroyed and the left had to be excised subsequently. The wounds healed in three weeks, and he made a good recovery. He worked in a responsible position at St. Dunstan's for two years. He never had any nasal symptoms.
He was sent to see me in August, 1919, by Mr. Ormond, on account of swelling in the roof of either orbit. The first evidence of anything wrong had been inability to lift the upper eyelids as well as formerly, and in July, 1919, Mr. Lawson saw him and noted some "thickening in the upper lids"; also, for some months (? six) he had thought his forehead was becoming more prominent; this had also been noticed by a relation who saw him a year before. A photograph taken in 1916 confirms that impression.
Examination: The supra-orbital region was well marked, the skin over it normal, no trace of tenderness on pressure. In the roof of either orbit could be felt a fluctuating swelling larger on the left than the right; neither was tender. Nasal examination showed nothing suggestive of inflammation or pus.
An X-ray examination by Dr. Ironside Bruce showed the frontal sinuses to be large but of equal opacity: a lateral view showed very marked prominence of the forehead; the bone bulged forward.
As the cause of the swelling was doubtful, aspiration of the swelling through the left eye-socket was undertaken. With some difficulty thick tenacious pus was drawn into a syringe; bacteriological examination by Dr. Eyre revealed a pure culture of pneumococci or streptococci.
The diagnosis of frontal sinus suppuration distending the sinuses was, made and external operation avoided. September 4, 1919: Operation. Dr. Trewby kindly gave an anaesthetic. The usual incisions were made below the eyebrows: when the bone was exposed it was found to be of such thickness that it could easily be Section of Laryngology pressed in by the finger, the sinuses were full of tenacious pus, there was a small communication between the sinuses, and the floor on both sides was deficient. After removing the floor and most of the anterior wall a passage had to be made into the nose on either side as no trace of a fronto-nasal duct was to be found. Rubber tubes .were left' in the artificially-made fronto-nasal ducts. Subsequently further operation to enlarge the fronto-nasal ducts was needed.
DISCUSSION.
Mr. HOWARTH: I have operated on about 200 cases at St. Dunstan's in the last five years who have lost one or both eyes and I think that Mr. Mollison's case is a good example of a type of case that one meets not infrequently.
All cases in which an eye is lost are classed as "eye cases" by an omniscient War Office, when that unfortunately is the last thing that they are. Surgically speaking, they are compound fractures of the bony orbit with involvement of the nasal accessory sinuses in a large number of cases. Some of the cases that I have seen have come under my observation for months or even years after the original wound. The cases may be divided into three groups. First, those which have an open track leading to the affected sinus, or discharging on to the face or into the eye socket; secondly, those which discharge into the nose or nasopharynx; thirdly, the latent cases. I will pass over the first two groups and pass on to the latent group. I have seen more than a dozen of these. Apparently they give rise to no symptoms and may remain unsuspected even after thorough rhinological examination until some acute infection lights them up. What is the explanation of these cases? I think there certainly may be two explanations. One is that the bullet passing across the orbit and root of the nose produces a comminuted fracture of the bony wall of the frontal sinus. One fragment wholly or partially deprived of its blood supply. may undergo slow necrosis and cause the suppuration, whilst at the same time the fronto-nasal duct may be partially blocked by scar tissue. Three times when opening one of these sinuses I found a large sequestrum in t1he middle of the abscess. Another explanation, in my opinion, is, that the passage of the bullet across the root of the nose may completely block up the ostium, so all the conditions for the production of a mucocele or pyocele are present. I think that has happened in Mr. Mollison's case and that the mucocele became infected recently and flared up. Points in favour of this are the fact that he found the bony wall of the sirius much expanded, the contents very tl ick, and no evidence of any opening into the nose. My experience is that these gunshot cases are often not cured by one operation.
Mr. MARK HOVELL: With regard to treatment, in September last a man was sent to me by a physician who was treating him for cardiac dilatation. He had left frontal sinus suppuration of old standing and there was a D-15a considerable amount of pus in the left nostril. I advised spraying the nostril with collosol argentum. and gave 2 c.c. subcutaneous injections of the same dr-ug once a week for three weeks and then twice a week. The purulent discharge disappeared after the fourth injection. When seen by the physician after the seventh injection the cardiac dullness was reduced from 6 in. to 6i in.
I have used subcutaneous injections of collosol argentum with good result in cases of chronic suppuration of the middle ear and intend to use it with daily doses in the early stages of acute cases.
Mr. E. D. D. DAVIS: The whole difficulty is one of drainage into the nose, and good drainage into the nose is very difficult to obtain and unsatisfactory when the fronto-nasal duct and ethmoid are obliterated by scar tissue.
Mr. MOLLISON (in reply): I also have seen a certain number of St. Dunstan's men, but none with completely latent suppuration like this one. Such cases may throw light on the so-called mucoceles of the frontal sinus: they. may not be mucoceles at all, but suppuration due to organisms with a low form of infectivity. In this case there was absolute blockage of the fronto-nasal ducts.
Cases exhibited by Dr. Irwin Moore, Dr. William Hill, Mr. Colledge, Sir StClair Thomson, Mr. Tawse, Mr. Mollison and Mr. Dawson had to be postponed to the next meeting for want of time.
